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Preface 


The goal of ‘Health for All’ by the year 2000 seems to be an utopian vision in 
today’s India. A total collapse of health care machinery during any epidemic 
crisis, lack of basic health services for the majority of the population, environ- 
mental degradation and a population which has already crossed the | billion 
mark are all shameful realities the country is facing after fifty years of planned 
development. Last two decades have witnessed a gradual but sure decay in the 
health services of the country. Diseases claimed to be under control like ma- 
laria, dengue, kala azar are resurfacing with renewed vengeance. Gross dis- 
parities in health status and availability of health care services exist all over the 
country. All these after five decades of various National Health Plans, 
Programmes and the National Health Policy of 1983! 


Moved by these issues of serious concern the Voluntary Health Association of 
India (VHAI) facilitated the setting up of an Independent Commission on Heaith 
in India (ICHI) as a people’s initiative to assess the current health status and 
problems of health care delivery. Through analysis of existing data and indepth 
studies the Commission, consisting of distinguished persons from the Health and 
other development sectors, identified the maladies affecting the present health 
care system and developed clear recommendations for future actions. This was 
supplemented through a series of public hearings in various parts of the country. 


The Report of the Commission was released by ShriAtal Behari Vajpayee, Honourable 
Prime Minister of India on the 13 of May 1998, in the presence of Union Secretary 
(Health) and other senior officials. The Prime Minister during his discussion assured 
that the report will receive due attention of the Government in the framing of subse- 
quent health policy and plans. 


It is heart-warming that the ICH! Report was very widely distributed, discussed and 
debated at different forum including the Parliament, the Health and Family Welfare 
Ministry and the Planning Commission. In many forms and ways the report has influ- 
enced current thinking on various issues of public health including the current effort 
of the government to frame the National Health Policy and the Population Policy. 


The report of the ICHI is the summarised version of voluminous reports prepared by 
the commission after two long years of painstaking but rewarding process. For quite 
some time there has been persistent request from various quarters to publish the 
original reports in full. The Commission deliberated on this issue and felt that instead 
of bringing out every document it would be more pragmatic to focus on few priority 
areas of concern and publish the chapters in the form of separate monographs. 


The Commission therefore, requested the resource persons on specific issues 
to update their papers so that these could be printed for wider readership. It 
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was indeed nice to receive enthusiastic and sincere response from the au- 
thors. The commission gratefully acknowledges the valuable inputs provided 
by the authors of the monographs. 


It would be pertinent to mention here that the Commission has been recon- 
stituted recently with a pledge to work with renewed vigour and ensure that 
health systems are thoroughly revamped to meet the expectations of the pub- 
lic as well as the challenges of the public health. The following major issues of 
public health have been identified for future deliberations and actions: 


|. Revamping and Re-energising of Primary Health Care. 
Private Sector in Health Care and Medical Ethics. 


Human Resource Development in Health Care. 
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4. Health Sector reforms and external assistance for health. 

5. Role of Indian Systems of Medicine in strengthening health care practices. 
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HIV/AIDS and Reproductive and Child Health. 


In the present monograph R. Srinivasa Murthy delves into depth about the develop- 
ment of mental health care in India and provides valuable recommendations for attain- 
ing the goal of universal coverage of mental health care. With inherent problems of 
lack of precise definition, lack of awareness and social stigma associated with the 
mentally ill and very few comparative research, mental health has been a difficult area 
to tread on. More so in India where the entire health care system called for total 
revitalisation on the eve of independence. The present paper provides an excellent 
overview of the gradual development of mental health care in India starting from 
special reference to mental health in the Bhore Committee report (1948) till the 
formulations of the National Mental Health Programme in 1982. Increasing recogni- 
tion of the need to develop a comprehensive coverage of mental health care, to 
increase facilities for mental care and to initiate a shift from hospital care to commu- 
nity care is reflected in all these policies and programmes. However, progress in real 
terms, as far as facilities and manpower are concerned and percolation of mental 
health care services to the rural areas had been discernibly slow. Inspite of repeated 
echoing of Alma Ata Declaration (1978) of integrating mental health care with primary 
health care, Bangalore and Chandigarh experience in Community Psychiatry remain 
isolated success stories. Barring a few NGO initiatives, extending mental health care 
to the poor, remote and vulnerable people have been few and far between. Based on 
a sound analysis of these developments the author points out a number of reasons for 
this unsatisfactory progress and provides clear recommendations for ensuring the 
availability and accessibility of mental health care for all, particularly the most vulner- 
able section of the population. 


The monograph will go a long way to develop understanding and conscien- 
tiousness towards people centred health policy in the country. 


- Alok Mukhopadhyay 


introduction 


During the last 50 years, mental health as part of the gen- 
eral health has made rapid progress. Currently, mental health 
issues are actively seen as a public agenda in various forms. 
Some of the examples are the formulation of the National 
Mental Health Programme, Integration of mental health with 
primary health care, the new Mental Health Act 1987, Per- 
sons with Disabilities Act 1995, Supreme Court Judgements 
about mental hospitals and attempted suicide, voluntary 
agencies initiatives in the areas of self-help groups, reha- 
bilitation, drug dependence and suicide prevention, media 
projection of mental health (DATE on radio, Mind watch on 
TY), etc. The overall impact has been a shift from mental 
hospital care to community care. 


The current overview of mental health in India has been 
presented under the following broad areas: 


i) Advances in mental health 

ii) Development of mental health care from 1947 to 1982. 
iii) National Mental Health Programme formulation in 1982 
iv) Progress in mental health care from 1982 to 1995. 

v) Critical evaluation of the progress 


vi) Looking to the future - Action Plan. 
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Advances in Mental Health 


Scope of Mental Health 


The scope and importance of mental health ranges from care of the ill to the 
promotion of mental health. One of the earliest Indian psychiatrists to clearly 
outline this was Govindaswamy (1948). “The field of mental health in India has 
three objectives. One of these has to do with mentally ill persons. For them 
the objective is the restoration of health.A second has to do with those people 
who are mentally healthy but who may become ill if they are not protected 
from conditions that are conducive to mental illness which however are not 
the same for every individual. The objective for those people is prevention. The 
third objective has to do with the promotion of mental health with normal 
persons, quite apart from any question of disease or infirmity. This is positive 
mental health. It consists in the protection and development of all levels of 
human society of secure, affectionate and satisfying human re!ationships and in 
the reduction of hostile tensions in the community”. 


The development in the 20" century has changed dramatically the concepts of 
mental health care as a result of new knowledge. There has been a shift from 
mental illness to mental health (Srinivasa Murthy, 1993). The salient develop- 
ments of the century that are relevant to the mental health in India are: 


i) Psychoanalysis took roots in the first few decades of this century, which 
altered the understanding of human behaviour and provided therapy for 
many forms of mental disorders. 


ii) Behavioural school of psychology was propounded in the 1930's and 
provided a new understanding of the behaviour based on learning theories 
and a number of therapeutic measures emerged. 


iii) Genetic studies of mental disorders (twin and family studies) were initiated 
in the 1930’s and 1940's and definitive research on genetics of mental 
disorders is the outcome of research during the last 3 decades. This has 
the limited role of heredity in different disorders. 


iv) Biochemical theories of mental disorders are currently under intense 
investigation (initiated from 1950's) though there are, as yet, no final 
theories to explain the biological basis of all mental disorders. It is 
expected that biological basis of psychoses, neuroses, drug dependence 
and dementia would be understood better in the next 10-20 years. 


v) Specific treatment for mental disorders starting with ECT (1937), brain 
surgery (1940s), neuroleoptics and antidepressants (1950s) and lithium 
(1960s)and newer antipsychotics (e.g. Clozapine in 1990s) are available. 
They have made most mental disorders treatable. 


vi) 


The 


vii) 


viii) 


xi) 


xii) 


xiii) 


The understanding of the social origins of mental health problems and 
the role of life events, social supports, family and community on the course 
and outcome of mental disorders are of recent origin (less than two 
decades). There is a shift from considering the family as a source of 
problem to the family as the main support and foundation of mental 
health care. 


new information from developing countries of importance are: 


Information about the prevalence and pattern of mental disorders in 
rural, urban populations, school children and populations exposed to 
special stresses like war disasters and immigrant groups have shown that 
mental disorders are of public health importance. 


In India, there have been extremely limited mental health facilities and 
manpower (less than | % of that in western countries).As a result, much 
of the care is occurring in the non-institutional settings, mainly by the 
family and community. 


The organisation of national level mental health care programme in India 
is of recent origin. The National Programme of Mental Health was launched 
in 1982 in India and aims to provide mental health care to the total 
population utilising the available resources. 


The attitudes of the community towards mentally ill persons continue 
to be supportive and majority of the families prefer to care for the ill 
family members. This is a specific advantage for mental health planning. 


The research studies of schizophrenia and acute psychoses from different 
parts of India have identified the importance of (a) early identification 
(b) regular treatment and (c) good outcome with social recovery for the 
majority of the ill persons. Similarly, studies of the elderly persons with 
emotional problems have shown the importance of family integration 
and care of the physical problems to limit the occurrence of the emotional 
problems. Study of longitudinal course of epilepsy have also emphasised 
the value of regular treatment and the difficulties the rural population 
have to take treatment from urban facilities. 


A number of studies have demonstrated the value of rehabilitation 
measures for the care of the chronically ill persons. Especially the value 
of family education, work therapy, group interaction, social skills training, 
vocational training and sheltered workshops towards reintegration of 
the ill persons have been demonstrated. 


There is also a reconsideration of the role of mental hospitals and 
custodial care. Especially, it is recognised that when the hospital is not 
stimulating and staff do not provide freedom to the patients, this could 
contribute to the chronic states more than the illness itself. This has 
resulted in the use of open wards. Family units, more freedom to patients 
to wear their own clothes, enhanced opportunities for social interaction 
with family and visitors and shorter duration of stay in the hospital. 


The 
development 
in the 20% 
century has 
changed 
dramatically 
the concepts 
of mental 
health care as 
a result of 
new 
knowledge. 


Development of Mental Health Care - 
1947 to 1982 


3.1 Bhore Committee Report 


THE HEALTH SURVEY AND DEVELOPMENT COMMITTEE was set up by 
the colonial Government in 1943 under the chairmanship of Sir Joseph 
Bhore. This committee recommendations provided an almost revolution- 
ary alternative to the existing health system in the country. The guiding 
principles of the committee are: 


(i) No individual should fail to secure adequate 
medical care because of inability to pay for it. 


(ii) Health programmes must, from the beginning; lay 
special emphasis on preventive work. 


(iii) The need is urgent for providing as much medical 
and preventive care as possible to the vast rural 
population of the country because they received 
medical attention of most meagre description 

3 although they pay the heaviest toll when the 

| famine and pestilence sweeps through the land; 

and 


(iv) The doctors of the future should a social physician attracting the 
people and guiding them to healthier and happier life. 


The major recommendation was for the setting up of infrastructure in the 
rural areas with the primary health centre as the chief focus. 


3.2 Mental Health Component in Major Health Committees 


Mental health needs of the population have figured in the different health 
surveys and special committees set up in the last 5 decades. They offer an 
understanding of the hopes and failures in achievement in the area of mental 
health care in the last fifty years. 


3.2.1. Indian Medical Review (1938) 


One of the earliest references ac the turn of the period of this review is 
the report in the INDIAN MEDICAL REVIEW (1938). At that time it was 
noted that there are 17 mental hospitals in British India with an accom- 
modation for 8425 patients, but the number of patients actually confined 


in the hospitals in 1936 was 11,792. There was overcrowding in almost all 
the hospitals, but it was more acute in Madras, Bombay and the United 
provinces. 


3.2.2. Bhore Committee Report (1946) 


The findings and recommendations were as follows: “.....even if the propor- 
tion of mental patients be taken as 2 per thousand population in India, hospital 
accommodation should be available for at least 8,00,000 mental patients as 
against the existing provision for a little over 10,000 beds for the country as a 
whole. In India, the existing number of mental hospital beds is in the ratio of 
one bed to about 40,000 of the population while in England, the correspond- 
ing ratio is approximately one bed to 300 population”. 


The Proposals for Mental Health Care 


(a) The creation of mental health organisations as part of the establishments 
under the Director General of Health Services at the Centre and of the 
Provincial Directors of Health Services. 


(b) The improvement of the existing |7 mental hospitals and the establishment 
of two new institutions in the first five years and of five more during the 
next five years. 


(c) The provision of facilities for training in mental health work for medical 
men in India and abroad and for ancillary personnel in India. 


(d) The establishment of Department of Mental Health in the proposed All 
India Medical Institute. 


3.2.3 Mudaliar Committee (1962) 


Under the heading of MENTAL HEALTH, the committee reviewed the progress 
made subsequent to the Bhore Committee, i.e., in the period of nearly two 
decades as follows: 


“Reliable statistics regarding the incidence of mental morbidity in India are not 
available. It is believed that enormous number of patients require psychiatric 
assistance and service, as against the total need of the number of beds avail- 
able in mental hospitals in India is only 15,000. There is hardly any provision for 
the education of mental defectives. Provision fir the treatment of psychoso- 
matic diseases in general hospitals is inadequate.” 


The recommendations were made under three heads, viz., general, training and 
research. 


a General 


b. In the curative field (i) in patient and out patient departments at lay 
hospitals; (ii) independent psychiatric clinics or mental health clinics 
and (iii) institution for mental defectives. 


c. Training: There is need for (i) training of mental health personnel; (ii) ori- 
entation in mental hygiene of such professional groups as paediatricians, 
school teachers, nurses and administrators; (iii) orientation in mental health 
for all medical and health personnel; (iv) for meeting the acute shortage of 
psychiatrists, conversion of Ranchi Mental Hospital into a full fledged train- 
ing institution additional to All India Institute of Mental Health, Bangalore 
and (v) arranging that ultimately each region, if not each state, becomes 
self sufficient in the matter of training its total requirements of mental 
health personnel. 


d. Research. 
3.2.4 Srivastava Committee (1974) 


The document PLAN FOR IMMEDIATE ACTION does not contain any 
specific proposals for developing mental health programmes. One of the 
important outcome of this committee’s recommendation was the CHV 
scheme. The training of CHV’s contained a component of mental health. 
Out of the total training of 200 hours, one hour was kept for mental 
health. One of the 12 chapters in the CHV manual was also devoted to 
the recognition and management of mental health emergencies and prob- 
lems. 


3.2.5 Alma Ata Conference (1978) 


This international conference in which India took an active part has come 
to be recognised as the turning point in the organisation of health ser- 
vices. The term HEALTH FORALL has become the focus of much activity 
and reorientation of health programmes around the globe. In view of this, 
the inclusion of MENTAL HEALTH as part of primary health care by this 
conference, as one of the eight essential components of PHC is signifi- 
cant. 


3.2.6 National Health Policy (NHP) (1983) 
The NHP (1983) refers to mental health care as follows: 


“Special well co-ordinated programmes should be launched to provide mental 
health care as well as medical care and also the physical and social rehabilita- 
tion of those who are mentally retarded, deaf, dumb, blind, physically disabled, 
infirm and the aged.” 


3.2.7 Mental Health Component in Major 
Programmes : Five Year Plans (1950 - 1984) 


The Five Year plans provide a glimpse of the importance attached to the men- 
tal health services in the overall development of the country as well as the 
measures taken to organise services. The impression one gets on reading the 
plan documents and the fund allocation presents a picture of relative low im- 
portance to mental! health services. 


OUTLAYS FOR “MENTAL HEALTH” IN FIVE YEAR PLANS 
First Five Year Plan : Rs. 0.094 crores 
Second Five Year Plan : N.A. 
Third Five Year Plan : Rs. 0.25 crores 
Fourth Five Year Plan : 
Mental Health Rs. 2.00 crores 
Estb. Of Psych. Clinics Rs. 0.50 crores 
Fifth Five Year Plan : 


A |M H, Bangalore Rs. 0.50 crores 


Estb. Psych. Clinics Rs. 1.00 crore 
Sixth Five Year Plan 


The Sixth five year Plan in its planned targets includes the targets to be achieved 
in the next twenty years to identify and provide urgent treatment to those 
with mental disorders as follows: 


Under the heading of Mental Health, 20% population coverage is expected by 
1985, 50% by 1990 and 75% by 2000 AD. This refers to case detection and 
treatment. In addition, the proposed plan includes 64.23 lakhs for control of 
drug abuses in the category of new schemes and 8.30 lakhs for NIMHANS 
Bangalore. 


3.2.8 Mental Hospitals 


Till recently, the growth and development of mental hospitals was the main 
approach for the provision of mental health services. 


Institutions for the mentally ill that came into existence were Thana (1902), 
Yervada (1913), Trichur (1914), European Mental Hospital (1918), Mental Ob- 
servation Ward, Bhawanipur, Calcutta (1922), Indian Mental Hospital Ranchi 
(1925), Indore (1927), Gwalior (1935), Bagia Unmad Ashram (1935) Bangalore 
(1937), Jodhpur (1940), Lumbini Park, Calcutta (1940), Bhavnagar (1942), Jaipur 
(1944) and Amritsar (1947). 


3.2.9 General Hospital Psychiatric Units 


The growth and development of general hospital psychiatric units (GHPU) in 
India is an important change in the field of psychiatry (Wig, 1978). Wig refers 
to it as a slow and silent change but in many ways it was a major revolution in 
the whole approach to psychiatric treatment in our life time (Wig, 1978). 


The introduction of these units as a method of mental health delivery system 
has very important implications for the development of mental health service 
in the country. They have given a big push not only for the greater acceptance 


of psychiatric services by general public but also changed the mental health 
scene in terms of training of mental health professionals and research work. 


The existence of GHPU in the general hospitals, though resented initially as 
mental hospitals coming to general hospitals but was accepted very soon as 
valuable partners in the total health care system. The GHPU have a number of 
advantages over traditional mental hospitals. Some of them are (I) they are 
situated right in the community and they are more accessible and easily ap- 
proachable, (ii) families can easily visit and relatives can stay with disturbed 
patients, (iii) there is no stigma of mental hospital, (iv) there are no legal re- 
strictions on admission or treatment, (v) proximity of other medical facilities 
ensure thorough physical investigations and early detection of associated physical 
problems. All this has brought new hope to patients. The other most impor- 
tant spin off has been the starting of the postgraduate training centres. 


3.2.10. District Psychiatric Units 


The development of district psychiatric units recommended by a number of 
health committees notably the Mudaliar Committee has been very slow and 
uneven.At present every district in Kerala and Tamil Nadu have a district psy- 
chiatric units. Some of the districts of Karnataka have similar units. However, 
the situation in other states of India especially in the northern and north east- 
ern states is very unsatisfactory. 


3.2.11. Mental Health Manpower and Training Facilities 


At the time of Independence, there were only a handful of psychiatrists and no 
organised facility for training of psychiatrists in the country. The recommenda- 
tions of the BHORE Committee led to the establishment of ALL INDIA INSTI- 
TUTE OF MENTAL HEALTH at Bangalore in collaboration with the existing 
Mental Hospital, Bangalore, in 1954. From January 1955 the first post-graduate 
diploma in Psychological medicine was initiated. Since then a large number of 
training centres have come up in about 40 centres.About 3000 qualified psy- 
chiatrists are working both in the Government and private practice settings. 
400-500 clinical psychologists are working both in collaboration and indepen- 
dently at different centres in the country. The number of psychiatric social 
workers is estimated to be around 300. The number of trained psychiatric 
nurses is about 600. 


Training of Undergraduates 


Of the 140 medical colleges in the country, about three quarter of the colleges 
have an Academic department of psychiatry. In another quarter a psychiatrist 
functions as part of the general medicine department with no additional staff. 
The actual amount of training required as per the Medical Council of India 
rules is only 2 weeks of training. Often this occurs in a distant mental hospital. 
This lacunae in giving adequate exposure and competence needs urgent atten- 
tion. It is noteworthy that this need has been repeatedly expressed in a num- 
ber of expert committees and other forums. 


3.2.12. Innovative Approaches to Mental Health Care 


During the first 50 years, specifically in the 1960-82, efforts were directed to 
meet the shortage of facilities of trained personnel in a number of innovative 
methods. Some of the important ones are (i) involvement of family members 
in mental health care at Amritsar, (ii) use of tradicional methods of therapy like 
Yoga at Bombay, (iii) alternative approaches developed for the care of univer- 
sity students and school children, (iv) the two major systematic efforts to 
integrate mental health with general health care at Bangalore and Chandigarh. 


Integration of Mental Health with Primary Care 
General Practitioners Training 


Dr. Shamsunder and colleagues at NIMHANS, Bangalore have been involved 
in the systematic attempts to develop approaches to provide training to 
the general practitioners. This method is specially suited to the needs 
of the urban populations (Shamsunder et al, 1978). 


Bangalore Experience in Community Psychiatry 


The programme of community psychiatry was launched in 1976 

at the NIMHANS, Bangalore. During the first 6 years anumber + 
of approaches, relevant to the rural areas were developed. The / } 
aim of the rural project was to develop suitable training 7 
programmes for the doctors and the multipurpose work-  ./ 4° 
ers from the various primary health centres in the State of gy 
Karnataka, so that after their training, PHC personnel could 


provide basic mental health care in their respective catchment areas. By 


basic mental health care it was meant detection and management of epi- 
lepsy and psychosis. 


Chandigarh Experience in Community Psychiatry 


The Chandigarh effort was to develop a model for rural psychiatric ser- 
vices. This work has been part of aWHO Project titled ‘STRATEGIES FOR 
EXTENDING MENTAL HEALTH CARE’. This was a multicentered project 
carried out in 7 geographically defined areas in Brazil, Cdlombia, Egypt, 
India, Philippines, Senegal and Sudan and designed to develop and evaluate 
alternative and low cost methods of mental health care (including training 
methods) in developing countries (WHO, 1976). The basic approach 
adopted in this model is to integrate mental health with general health 
services and provide basic mental health care as part of primary health 
care. 


The result of this project, completed in 1981, show that it is possible to 
integrate mental health with general health services by choosing priori- 
ties and developing proper training programmes for the health personnel. 
However, this requires (i) the commitment of the health authorities to 
include mental health as part of Primary Health care: (ii) provision of ad- 
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equate drugs; (iii) the availability of support and supervision from the PHC 
doctors; and (iv) further crystallisation of knowledge regarding the treat- 
ment schedules to be used in the community without daily and continu- 
ous supervision of specialised staff. 


3.2.13. National Level Initiatives for Mental Health Programme 


The Mental Health Advisory Committee constituted in 1962 met in 1963, 
1965 and 1966 to consider the various aspects of mental health needs in the 
country. The areas that received considerations were (i) the mental health bill 
(14.4), (ii) ambulatory treatment, (iii) training of mental health personnel, (iv) 
starting of epilepsy clinics, (v) improvement of mental hospitals, (vi) 
standardisation of forms and records for mental health services and (vii) need 
for drugs (Ministry of Health, 1964-66). The need for a comprehensive plan to 
organise nation wide services has been often expressed (IPS, 1971). The need 
for a clear plan led to the formation of a group of 3 psychiatrists to assist the 
President of IPS to prepare a blue print for national level planning of Mental 
Health (WHO Collaborating Centre, PGI, Chandigarh, April, kee? 


However, it was only during 1981, that the Directorate General of Health 
Services organised a National level workshop to consider a draft mental health 
plan. This was held at AIIMS, New Delhi under the convenorship of Prof. N.N. 
Wig, in July 20 - 21, 1981. The essential aspects of the suggested plan following 
the workshop is to stimulate services both in the periphery and the Centre. 
This is planned to be achieved by suitably integrating mental health care at all 
levels of health services. 


National Mental Health Programme 


The National Mental Health Programme (Government of India 1982) is the 
outcome of the developments in providing mental health care through differ- 
ent methods as well as the overall goals of health care in general. The first 
concerted effort to formulate a national programme was held in July 1981. 
Over seventy mental health and related professionals met at New Delhi and 
reviewed the needs in the area of mental health and the possible approaches. 
The result of this workshop was a draft NMHP for further consideration. On 
2 August 1982, a small group of experts met to consider the revised docu- 
ment and finalise the same. This document was presented to the Central Council 
of Health and Family Welfare at its meeting between 18 and 20 August 1982. 
This body, the highest policy making body in the realm of health, recommended 
the NMHP for implementation. 


The objectives of the programme are: 


|. To ensure availability and accessibility of minimum mental health care for 
all in the foreseeable future, particularly to the most vulnerable and 
underprivileged sections of the population. 


2 To encourage application of mental health knowledge in general health 
care and in social development. 


3. To promote community participation in mental health services 
development and to stimulate effort towards self-help in the community. 


The specific approaches suggested for the implementation of the NMHP are: 
|. Diffusion of mental health skills to the periphery of the health service system. 


Appropriate appointment of tasks in mental health care. 
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3. Equitable and balanced territorial distribution of resources. 

4. Integration of basic mental health care within general health services. 
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Linkage to community development. 


The Central Council of Health and Family Welfare recommended that : (i) 
mental health must form an integral part of the total health programme and as 
such should be included in all national policies and programmes in the field of 
health education and social weifare, and (ii) realising the importance of mental 
health in the course/curricula for various levels of health professionals, suit- 
able action should be taken in consultation with the appropriate authorities 
to strengthen the mental health education component. Similar recommenda- 
tions were made in October 1995 by the same body on reviewing the progress 
of NMHP. 


Following the formulations of the NMHP the first Opportunity to develop a 
plan of action was provided by the Seventh Five Year Plan in 1985.A working 
group, part of the overall sub-committee on non-communicable diseases, was 
set up to develop specific plans for implementation. The next development 
followed the plan allocation of Rs. 100 lakhs for the NMHP during the plan 
period.A committee under the chairmanship of Dr. G.N. Narayan Reddy, Di- 
rector, NIMHANS, Bangalore was constituted on 16 January 1986 to draw up 
an appropriate programme to be taken up during the plan period. The commit- 
tee held its meeting at Bangalore and Delhi and submitted its plan for imple- 
mentation of the NMHP.This included the pattern of assistance to be provided 
and the details of the activities to be undertaken. The salient features are: 


|. Programme of community mental health at the primary health care level 
in States/Union Territories. 


Setting up of regional centres for community mental health. 
Formation of a National Advisory group on mental health. 
Task force on mental health. 

Prevention of mental illness and promotion of mental health. 
Integration of multipurpose training schools in the NMHP. 


Involvement of voluntary agencies in mental health. 
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Mental health education for undergraduates. 
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9. Evaluation of community mental health programmes. 
10. Preparation of manuals and records. 


11. Training programmes for mental hospital staff. 


An outcome of these recommendations was the order of 22 September 1987 
issued by the government which outlined the pattern of assistance for the 
NMHP during the Seventh Five Year Plan in the states. 


Since its inception, the efforts of the National Mental Health Programme have 
been directed at: 


|. Sensitisation and involvement of state-level programmes 


2 Workshops for mental health professionals, namely psychiatrists, clinical 
psychologists, psychiatric social workers and nurses 


3. Workshops for voluntary agencies 


4. Training programmes in public mental health for programme managers 
of four weeks’ duration for about 100 persons from different parts of 
the country 


5. State-level workshops for the personnel of health directorates and 
secretariats 


Evaluation of the level of care provided by trained PHC personnel 
Development of a model District Mental Health Programme 


Training Programmes for teachers of basic health workers 
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Preparation of support material in the form of manuals, records, health 
education materials. Currently, manuals for doctors, MPWs, teachers and 
anganwadis are available along with posters and flip charts for public 
education 


10. Training programmes for teachers of undergraduate medical education 
Other Developments 


Thirteen years since the formulation of the NMHP is too short a period 
and the funding is too limited to have a major community impact. What is 
notable, however, is that mental health is included as one of the national 
programmes, first level care is available at some of the centres, and plan- 
ners and professionals are aware of the need to provide mental health 
care to the entire population within a reasonable period and with the 
available resources. 


Another recent development is the drug dependence control programme devel- 
oped since 1986. This was a follow up of the acceptance of the Narcotic Drugs 
and Psychotropic substances (NDPS) Act 1985, and the growing prevalence of the 
use of ‘hard’ drugs like heroin. The salient features of this programme are: 


|. Setting up of de-addiction centres. 
Training of personnel. 


Support to voluntary agencies for de-addiction care. 
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Monitoring the use of drugs in the country-special centres have been 
started at Delhi, Chandigarh, Bangalore and Pondicherry for che purpose. 


The development of services for the mentally retarded has gradually moved 
away from the area of mental health. In fact, the Mental Health Act (1987) 
excluded mentally retarded persons from its ambit. A National Institute for 
the Mentally Handicapped was set up in 1984. The 
current policy is to train in-service teachers, develop 
training and educational materials and provide legisla- 
tive and other support for the mentally handicapped 
individual. 


The existing legislation relating to the mentally ill, the 
Indian Lunacy Act 1912,has been replaced by the more 
appropriate Mental Health Act of 1987.The implemen- 
tation of the same has occurred from April 1993. 


The other developments of significance are disaster 
mental health care, self-help groups, suicide preven- 
tion, alternative community based institutions like half-way homes and day 
care centres, media involvement in mental health education and school/col- 
lege mental health programmes (Health for the Millions, July - October, 1994). 


Mental Health Research 


An important development in the area of mental health in India has been the 
series of research efforts towards an understanding of the magnitude of men- 
tal disorders, pattern of mental disorders, courses and outcomes, response to 
treatment and related psychological factors. The most significant contribution 
has been in the area of psychiatric epidemiology. The understanding of the 
nature of illnesses like schizophrenia, manic depressive psychosis, childhood 
disorders, hysteria, depression, alcohol dependence, etc.,as seen in the Indian 
setting, have demonstrated that there are features specific to Indian situations. 
For instance, it has been noted that there is a significant difference in the 
outcome of schizophrenia in India with early and regular treatment, as com- 
pared to the West. These research efforts have emphasised the need to con- 
tinuously study the mental health problems as they occur in India and to base 
the programme on Indian data. On average, during the last ten years about 
100 to 150 research reports have been published by mental health profession- 
als in India on a wide variety of topics. The ICMR (1982) has provided support 
for these efforts in mental health research. 
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Critical Evaluation of Progress 


National Policies 


The health, welfare, education policies of the country during the last 50 years 
has seen a major growth. We have a large number of policies, programmes and 
legislations relating to education, health policies, programmes like ICDS, DRC, 
NMHP which have contributed towards universalisation of services. This is 
the positive point and is likely to be fairly unique 
for most developing countries. However, the fail- 
ures of major initiatives like community health 
workers: scheme, the DRC to go beyond initial 
plans and to become integrated in the total 
programme points to the need for caution to avoid 
rapid expansion without adequate time for pro- 
fessional attitude change, infrastructural develop- 
ment, financial support and community education. 
Some of the difficulties in the area of drug depen- 
dence could also be due to this hurried way of 
legislating and launching programmes. It may be 
prudent in future to develop modest programmes 
and give adequate time period for the system to 
specialise before major changes are made. It is reasonable to expect that the 
awareness built up for these services cannot be shut off in the coming de- 
cades. What is required is to identify the core components of the care and 
make it the focus of state policy and programmes. There is also need for 
greater opportunities for NGO sector in all of these activities. 


One of the major developments in the county is the mental health manpower 
development. From a handful of mental health professionals at the time of 
Independence and no Indian centre for training, the country now has over 3 
dozen training centres for psychiatrists and a similar large number for psy- 
chologists and social workers. However, two areas have not kept pace with 
this growth. One is the failure to bring a strong psychological and mental 
health component in the undergraduate medical education. The situation has 
not changed in the last 5 decades. The second aspect relates to specialist non- 
medical mental health professionals namely clinical psychologists, psychiatric 
social workers and psychiatric nurses. The total centres in the country train- 
ing these professionals is less than that can be counted in the fingers of one 
hand. These two lacunae are serious when there is acceptance of mental health 
care at primary health care and a shift from mental illness to mental health and 
the increasing scope for initiatives by the non-medical mental health profes- 
sionals. This lopsided manpower development could be because of the larger 
national level emphasis on high profile professional courses. There is a need at 
the policy making level to consider the issues of pay scales, opportunities for 


employment and at a higher level developing independent councils for regis- 
tration of different professionals along the lines of Medical Council and Dental 
Councils. 


The development of services shows an uneven growth. There is greater growth 
of general hospital psychiatric units and private sector facilities than improve- 
ment in the mental hospitals. The variations across states is enormous. For 
example, Kerala with 30 million population has over 300 psychiatrists while 
Madhya Pradesh with about 70 million population have only 31 psychiatrists 
and only 300 psychiatric beds! In addition the implementation of the NMHP 
has had an initial spurt with delays in expansion. The development of support 
materials and models at district levels are important. However, the lack of a 
central facility for initiating and co-ordinating large scale expansion of mental 
health programme is serious lacunae. There is an urgent need for this to occur 
both at the central as well as state level. This requires greater dialogue be- 
tween the professionals with the planners as well as the politicians. 


A similar lag has been noticed in the implementation of the Mental Health Act. 
In spite of the fact that it was accepted by the Parliament in 1987, and became 
operational since April 1993, 20 of the 25 states have not set the State Mental 
Health Authority as of March 1996. 


It is also noted that the development of drug dependence services following 
NDPS Act 1985, in spite of the availability of a large amount of money, has not 
been streamlined. There has also not been systematic evaluation as well as 
modification of the programme based on the initial experiences. 


Other Important Aspects are: 


(i) There has been strong influence of the mental health movements of the 
Western world on Indian mental health movement. 


(ii) Indian mental health leadership in the period 1950-1980 had to establish 
the credibility of mental health, in most cases psychiatry, and thus had to 
fight ‘local’, ‘institution’ level battles to gain acceptance. The national level 
planning and co-ordination did not occur till about a decade. By the very 
nature of this type of ‘local’ development, what was possible was ‘islands 
of excellence’ without a national level thinking. The lack of co-ordination 
was seen in this period. In addition, there was shifting emphasis in research 
with different periods emphasising epidemiology, public attitudes, child 
mental health, community mental health, biological psychiatry etc. To a 
large extent, no single centre has continued working in an area on a 
continuous manner. 


(iii) The lack of interdisciplinary co-ordination has been striking. Not only 
has there been uneven growth in manpower development of different 
professionals but also there is lack of unified efforts on an identified area 
in centres with large multidisciplinary professional staff. To a large extent, 
each professional group has developed its own ‘area’ excluding others 
and at times in competition with other professionals. 
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(iv) 


(v) 


(vi) 


The charismatic leadership has played a major role for the initiation of 
new programmes. In most of the situations, with a change in leadership, 
the area has not received the same importance. Thus excellent initiatives 
have had a premature death. Thus many programmes have been orphaned. 


The political support or lack of it has played an important role. The 
political support of the 1960s led to a spurt of activities in the mental 
health area. At this time the district psychiatric centres were initiated. 
This idea is still relevant but has not become a reality even after 30 years. 
At this point of time, most districts have a private psychiatric service, but 
less than 20% of districts have a psychiatrist in the public service. 


The lack of awareness among the politicians to important mental health 
‘ssues is reflected in the way the Mental Health Act 1987 was discussed 
by the Parliament. It has been documented that “there was very little 
discussion prior its approval”. The delay in implementing even after 8 
years of Parliament approval reflects the current low level of importance 
in the minds of policy makers. 


The lack of a central organisation for mental health has been a serious 
lacunae of the post-independent planning in India. Bhore Committee 
emphasised on this need in 1946. However, in spite of the formulation of 
the NMHP in 1982, which also encourages such an organisational 
institutional framework, the central and state mental health units have 
not come into effect. The failure to fully utilise the rupees one crore 
allocation to NMHP implementation during the 7th Five Year Plan is largely 
due to this lacunae. Could this reflect the lack of awareness of mental 
health needs among the planners. Or is it a result of the professionals 
not seeing this need and working towards the same. 


(vii) To a limited extent there has also been a dependence to _ initiate the 


programmes on internationa! funding. This has been both beneficial on 
one hand, but on the other hand it has also limited the extension of the 
programmes beyond the initial stage. This could be best seen in the case 
of the district rehabilitation centre scheme. After the initial 5 years with 
problems in funding it has not been extended. Similarly many of the 
initiatives in the mental health programme were with the WHO country 
funds. Subsequent to the non-availability of the source of funding; many 
of the activities have not been continued. It is important that this type of 
a sporadic and ad hoc type of planning is avoided for future. 


(viii) The leadership from the non-medical mental health professionals in terms 


of developing non-medical models for issues of rehabilitation, drug 
dependence, child mental health and related areas has been far from 
satisfactory. This issue cannot be left as it is. Future development area 
will have to include large components of non-medical models and 
interventions. Specific and focused efforts have to be made to generate 
this leadership as well as involvement of these professionals. 


(ix) The Private sector initiatives have been using innovative approaches ina 


(x) 


number of areas. The most notable of these are crisis intervention, 
rehabilitation of the mentally ill, care of the elderly, and street children. 
However, most of these have been at the level of local and small scale 
experiences without adequate evaluation and expansion to cover the 
rest of the country. It is very important that the NGO development is 
given greater importance both for its growth direction and for its place 
in the overall mental health care programmes. 


There are a number of new issues that have come up in the country with 
strong mental health implications. Most notable are the following:Alcohol 
policies, violence in the society, knowing elderly population, urbanisation, 
mental health of women, disaster care, migrants and refugees, street 
children, and stress in working places especially for women. These have 
to be addressed to by mental health professionals in future as most of 
this do not reach the hospitals and clinics, but carry a heavy burden on 
the society, if not adequately taken care of. 
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Agenda for Mental Health 


Based on the last 50 years of mental health planning and programme imple- 
mentation, the following areas can be identified for the next 5 to I0 years. 


The advances in understanding human behaviour and mental disorders 
justifies the optimism of developing meaningful and realistic programmes. 
It is mandatory that mechanisms should be found to bring the fruits of 
science to all the people of India. 


The nature of mental health requires that the actions and interventions 
be multidimensional involving a number of sections, professionals and 
approaches. The |0 priority dimensions are medicine, education, welfare, 
law, mass media, development, social policies, demographic changes, 
urbanisation and labour practices. 


The variations in the historical background to mental health care, 
resources available, states and union territories, requires that plans are 
developed for each of the states and union territories. 


There is need for a central level mental health organisation at the level of 
the centre. This could be the Central Mental Health authority as in MHA 
1987. Such an authority should function on a continuous basis and form 
the planning, co-ordinating and monitoring body. Similar authority, as 
envisaged by MHA 1987 should be formed at the state level. In both of 
these bodies there is need for greater representation for the patients/ 
families. 


All the psychiatric institutions should be upgraded in terms of trained 
manpower, treatment and rehabilitation facilities, living arrangements and 
community outreach activities. 


Creating of full fledged Departments of psychiatry in all the medical 
colleges and upgradation of the mental health training of the 
undergraduate medical students. 


Setting up of district mental health teams, as part of the district hospitals 
and the district health office (consisting of atleast one psychiatrist, one 
clinical psychologist, one psychiatric social worker and psychiatric nurses) 
for provision of mental health services (IP and OP), training of primary 
health care personnel, working with the NGOs and contributing mental 
health know-how to various developmental activities of the district in 
the areas of education, welfare etc. 


Integration of mental health care with primary health care in order 


to achieve early identification, promote and adequate treatment, 
regular follow-up, reintegration to the community of the mentally ill 
persons. 


Prevention of number of mental disorders is now possible. Numerous 
activities relevant to this area are already carried out in the framework 
of PHC. There is need for active review and evaluation of the ongoing 
activities and strengthening them. 


. Promotion of mental health refers to the process of enhancing the value 


which individuals and societies give to mental health and functioning. The 
promotion of mental health has been proved to be feasible and useful in 
the context of schools and colleges. This area of activity should be enlarged 
to cover ali the students. The other area is the religious beliefs and 
practices which can influence mental health. 


. Development of monitoring mechanisms at the level of districts and 


smaller population groups. This can range from simple record system at 
the PHC level to indicators of mental health at the district, state and 
national level. 


. Support from the government for the families of the mentally ill persons, 


in terms of Income tax benefits, loans for rehabilitative work etc., as 
envisaged in the persons with Disabilities Act 1995. 


. Involvement and aid to NGOs to take up initiatives in the area o: day 


care, rehabilitation, self-help groups, public education, suicide prevention 
and other mental health activities. 


Planned mental health manpower development by increasing the centres 
for training of the psychiatrists, clinical psychologists, psychiatric social 
workers, psychiatric nurses on occupational therapists. In addition, 
programmes or training be organised for in-service staff working in various 
mental health institutions. 


. Development of a programme of public education through all the forms 


of mass media and folk media to share the mental health knowledge and 
to bring about changes in the public awareness about symptoms of mental 
disorders, available treatment, importance of early recognition and 
treatments and reintegration of the recovered persons. The rights of the 
mentally ill persons also should be given importance. Efforts should be 
directed to enhance the place of possible practices existing in the 
community. 


Research at the national, regional and local levels to understand the 
prevalence, patterns, course, treatment, response and comparison of the 
different interventions. There is an urgent need to understand the impact 
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of social changes, development on mental health of people and especially 
the vulnerable sections of society like children, women and elderly persons. 


17. The National level Institutions should take up the responsibility of 
developing and educating models of care, training of personnel, research 
and monitoring of the mental health programmes. 


18. Central and state level intersectoral co-ordination of developmental 
programmes with special focus on mental health impact. 


Conclusions 


It is these emerging patterns that strikes the observer when we look at the 
mental health scene in India. The road ahead is long and the challenges are 
many and the opportunities unlimited. 
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Voluntary Health Association of India (VHAI) is a non- 
profit, registered society formed in the year 1970. It isa 
federation of 24 State Voluntary Health Associations, linking 
together more than 4000 health care institutions and 
grassroots level community health programmes spread 
across the country. 


VHAI’s primary objective is to ‘make health a reality for 
the people of India’ by promoting community health, social 
justice and human rights related to the provision and 
distribution of health services in India. 


VHAI tries to achieve these goals through campaigns, policy 
research, advocacy, need-based training, media and 
parliament interventions, publications and audio-visuals, 
dissemination of information and running of health and 
development projects in some difficult areas. 


VHAI works for people-centred policies and their effective 
implementation. It sensitises the general public on 
important health and development issues for evolving a 
sustainable health movement in the country with due 
emphasis on its rich health and cultural heritage. 
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